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Effective 2/1/2010  www.medicaid.alabama.gov  

Patient Name  ________________________________________    Patient Medicaid #  ________________________________ 

Patient DOB   __________________________________ Patient Phone # with area code   _____________________________  

 

 

Prescriber Name___________________________________   NPI # __________________ License # ____________________ 

Phone # with area code_____________________________    Fax # with area code  __________________________________ 

Address (optional)  ______________________________________________________________________________________  

I am the prescribing provider.        Yes      No 

I am the maternity care coordinator assigned to the recipient indicated above.        Yes      No 

 Prescribing Provider or Maternity Care Coordinator Signature Date   

Drug requested   __________________________________________  Strength  _____________________________________ 

Drug Code  ________________________   Qty. per month  _______________  Days supply  __________________________ 

Duration of therapy _______________________________________  Initial Request         Renewal Request 

If the requested drug is a brand name drug with an exact generic equivalent available, the FDA MedWatch Form 3500 must be 
submitted to HID in addition to the PA Request Form. 

Is the recipient currently pregnant or within 60 day post partum period?        Yes      No 

Is the recipient currently enrolled in the Quitline program through the Department of Public Health and has the recipient 
completed a counseling session with a Quitline representative in the last 30 days?       Yes      No 

May Be Completed by Pharmacy 

Dispensing Pharmacy  ____________________________________________________   NPI #  ________________________ 

Phone # with area code  ____________________________    Fax # with area code  __________________________________ 

 


